Objective To evaluate the implementation and development of a complex intervention on health promotion and changes in health-promoting behaviours in primary healthcare according to healthcare attendees and health professionals. Design Descriptive qualitative evaluation research conducted with 94 informants. Data collection techniques consisted of 14 semistructured individual interviews, 9 discussion groups, 1 triangular group and 6 documents. Three analysts carried out a thematic content analysis with the support of Atlas. ti software. This evaluation was modelled on Proctor and colleagues' concept of outcomes for implementation research. setting 7 primary care centres from seven Spanish regions:
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Objective To evaluate the implementation and development of a complex intervention on health promotion and changes in health-promoting behaviours in primary healthcare according to healthcare attendees and health professionals. Design Descriptive qualitative evaluation research conducted with 94 informants. Data collection techniques consisted of 14 semistructured individual interviews, 9 discussion groups, 1 triangular group and 6 documents. Three analysts carried out a thematic content analysis with the support of Atlas. ti software. This evaluation was modelled on Proctor and colleagues' concept of outcomes for implementation research. setting 7 primary care centres from seven Spanish regions: Andalusia, Aragon, Balearic Islands, Basque Country, CastillaLa Mancha, Castilla-Leon and Catalonia. Participants The study population were healthcare attendees (theoretical sampling) and health professionals (opportunistic sampling) who had participated in the exploratory trial of the EIRA intervention (2015) . results Healthcare attendees and professionals had a positive perception of the study. Healthcare attendees even reported that they would recommend participation to family and friends. Health professionals became aware of the significance of the motivational interview, especially for health promotion, and emphasised social prescribing of physical activity. They also put forward recommendations to improve recruitment, screening and retention of participants. Healthcare attendees modified behaviours and health professionals modified working practices. To achieve sustainability, health professionals believe that it is crucial to adapt agendas and involve all the staff. Conclusions The discourses of all stakeholders on the intervention must be taken into consideration for the successful, setting-specific implementation of adequate, acceptable, equitable and sustainable strategies aimed at health promotion and well-being.
bACkgrOunD Primary healthcare (PHC), the most accessible and most frequently used health service, provides comprehensive, long-term person-focused care. 1 It is considered the ideal setting to implement individual, group and community health promotion interventions. However, these implementations face barriers and challenges set up by the system, the professionals and the public. 2 3 Since it is very common for the same person to accumulate inter-related unhealthy behaviours, complex interventions are increasingly used in studies of behavioural change. In addition, first-hand knowledge of the setting where health promotion takes place is crucial when evaluating its effect. Complexity results from the number of interacting components, namely the amount and difficulty of behaviours required by those delivering or receiving the intervention, the number of groups or organisational levels targeted, the number and variability of outcomes and the degree of flexibility of the intervention. 4 5 The main directives for strengths and limitations of this study ► The sampling method of the qualitative evaluation might only have captured the experiences and views of the professionals and attendees more involved and positive with regard to the intervention and to health promotion. ► The rigour procedures applied (methodological adequacy, triangulation of techniques and analysis and reflexivity of the interdisciplinary research team) ensured the validity and reliability of the findings. ► The richness and complementarity of the information generated by healthcare attendees and health professionals from seven distinct regions will contribute to the adaptation of the intervention to the various settings to ultimately achieve feasible, sustainable integration in everyday primary care practice.
Open access the design, implementation and evaluation of complex interventions were developed by the Medical Research Council (MRC) 4 6 7 using a mixed-method approach with five sequential phases: (1) definition of the theoretical foundation (preclinical phase), (2) construction of a model (phase I), (3) development of a pilot study (phase II), (4) completion of the definitive trial (phase III) and (5) long-term implementation (phase IV).
The EIRA Project started in Spain in 2012 with the objective to modify unhealthy behaviours in primary care patients following the MRC framework for complex interventions. 6 7 To date, the first three phases have been completed. 2 3 8-10 Specifically, the objective of the EIRA Project was to design, conduct and evaluate a complex, multirisk intervention to enhance adherence to the Mediterranean diet, increase insufficient physical activity and reduce smoking, cardiovascular risk factors and risk of depression in people aged 45-75 years that contact PHC services with at least two of these behaviours or risk factors. Participants receive individual recommendations on their behaviour and risk factors, and they are offered to attend group sessions and social prescription of health promoting community assets. The person-centred approach uses the motivational interview, and the attendee becomes an active agent in her own life. Participants allocated to the control group receive the usual care ( figure 1) .
A key question in evaluating a complex intervention is actual effectiveness. However, the process itself is also important: what happens, how, when and why. The process evaluation in trials explores the implementation of an intervention, assesses its quality and fidelity, clarifies causal mechanisms and identifies contextual factors associated with variation in outcomes. 4 11 Qualitative methodology has a unique role in understanding the implementation process of an intervention 12 : interestingly, qualitative research can be used concurrently with a pilot trial, for instance, to optimise recruitment and informed consent strategies, to identify acceptability of the intervention, to provide insights into processes of change and to help interpret findings. 13 Accordingly, the qualitative evaluation of the intervention implementation process is able to identify determinants of clinical practice such as barriers and facilitators that influence the adoption of organisational and professional change.
14 This qualitative evaluation facilitates understanding of how and why the different components of the intervention are successfully or unsuccessfully implemented; it also contributes to identify predictive factors of success and generates useful knowledge for advancing the implementation of scientific evidence. 15 In addition, the qualitative methodological perspective might transcend the main limitations of the quantitative approach that prevails in clinical trials and provides essential information on the evaluation of interventions, since it involves the different stakeholders, which actively convey their experiences, opinions, needs and suggestions for improvement.
This qualitative evaluation presents the results of the second phase (development of an exploratory trial) of the EIRA Project. The objective was to evaluate: (1) the process of implementation and development of a complex intervention on health promotion in primary Open access care according to healthcare attendees and health professionals and (2) changes in health-promoting behaviours.
MethODs

Design
Descriptive qualitative research based on the experiences of participants was used to evaluate the exploratory trial of the EIRA complex intervention.
setting and study population Seven primary care centres (PCCs) included in the intervention group of the EIRA Project from seven Spanish regions (one PCC per region) participated: Andalusia, Aragon, Balearic Islands, Basque Country, Castilla-La Mancha, Castilla-Leon and Catalonia. The control group of the exploratory trial did not participate in the qualitative evaluation.
The study population were: (A) PHC professionals from participating PCC (including family physicians, primary care nurses, social workers and administrative staff) and assistant researchers (in charge of performing baseline and 6-month measurements and questionnaires); and (B) healthcare attendees aged 45-75 years who participated and completed the EIRA study.
sample design and participant selection strategy PHC professionals from participating PCC and assistant researchers were selected by means of opportunistic sampling. 16 The site investigator of each PCC contacted all professionals who participated in the EIRA study to book group interviews 2-3 months after the beginning of recruitment (February 2015 in three centres) and at the end of the intervention (summer of 2015 in the seven centres of the intervention group). The decision of PHC professionals to participate in the group interviews was voluntary. For healthcare attendees, we applied theoretical sampling based on a prior definition of participants' characteristics to obtain optimal variety and discursive wealth. 16 Fifteen informant profiles emerged from the discursive variants sex, age, educational level and type of intervention (the approach to the first component of the intervention was decided by the participant). Next, two of these profiles were randomly allocated to each PCC included in the intervention group of the EIRA Project; one PCC had three profiles. At the end of the intervention (summer 2015), the site investigator of each PCC contacted by phone the healthcare attendees participating in the EIRA Project who met the specific informant profile for the PCC to explain the objectives of the qualitative evaluation and invited them to participate in an interview. The voluntary aspect of participation was also emphasised to healthcare attendees.
Data collection and generation techniques
Conversational techniques were used for PHC professionals: three discussion groups in February 2015 and six discussion groups at the end of the intervention, in the summer of 2015; one triangular group (a meeting of three people to discuss together a topic or issue with the aim of ascertaining the range and intensity of their views) 17 ; and one individual interview with a community agent. In addition, we collected the written reports of six professionals who could not attend the discussion groups because of scheduling conflict (two documentary techniques in February and four in summer). Table 1 details the main characteristics of the 81 PHC professionals who participated in the study.
Semistructured individual interviews were used to collect information from healthcare attendees. We initially planned a semistructured individual interview for each of the 15 profiles of informant; however, two semistructured individual interviews could not take place because the participants could not be contacted after the end of the study. We finally held 13 interviews with healthcare attendees. Table 2 shows the characteristics of these 13 participants.
In total, data collection techniques consisted of 14 semistructured individual interviews, 9 discussion groups, 1 triangular group and 6 documents. Semistructured individual interviews, discussions groups and triangular group followed a topic guide with open-end questions, with some adaptations according to type of informant and study period (box 1). The topic guides were based on a review of the literature and the objectives of the study. After obtaining informed consent from the participants, all interviews were audio or audio and video recorded. The discussion groups took place in the PCC with one moderator and one observer and lasted between 90 min and 120 min. Semistructured individual interviews took place in a setting accessible for the healthcare attendees and lasted between 15 min and 60 min. The field work was carried out in each region by qualified interviewers with experience in qualitative research. Informative richness for a deeper understanding of the development and implementation of the intervention was achieved.
Data analysis
All interviews and discussion groups were transcribed verbatim and deidentified by trained personnel. 18 A thematic content analysis was carried out 19 20 with the support of Atlas. ti software. The data were analysed as follows by three researchers (NCA, MPV and EPR, who are a nurse, a pharmacist and a physician, respectively): (1) formulation of preanalytical intuitions after successive readings of the transcriptions and the notes from documentary techniques; (2) creation of an initial analytical plan and text codification; (3) creation of categories by grouping the codes according to the analogy criterion based on Proctor and colleagues' model of outcomes for implementation research 21 and new elements from the discourses; (4) analysis of each category and relationship with the others; and (5) elaboration of the new text with the main results. These results were presented and discussed in a meeting with all research members of the EIRA Project (January 2016). Open access rigour and quality criteria To guarantee quality and rigour, we adhered to the following recommendations 22 23 : description of the intervention, the context, the participants and the research process; methodological adequacy; working with different actors; triangulation of techniques (comparison of data obtained by means of different information collection techniques) and analysis (contrasting and comparing the data analyses performed by different analysts to strengthen the credibility and confirmability of the study results); and reflexivity of the interdisciplinary research team. Sufficient data were collected to meaningfully answer the research question. The authors guarantee the accuracy, transparency and honesty of the data and information contained in the study.
Open access
ethical considerations
This study followed the tenets of the Declaration of Helsinki. All participants signed the informed consent form. Anonymity, confidentiality and data protection were guaranteed.
Patient and public involvement
Study participants were not involved in the development of the research question or the outcome measures nor the design of the study. The results will be presented to study participants and citizens through informative activities and the media.
results
The results are classified in five categories: acceptability, appropriateness and feasibility, sustainability, penetration (changes implemented) and suggestions for improvement. Table 3 shows the definitions of these categories complemented with illustrative quotations from the discussions.
Acceptability
In general, healthcare attendees and health professionals reported satisfaction with their participation, and their final evaluation was positive. Healthcare attendees described being thankful to the professionals for their support, and they explained that they felt more confident making decisions about the process of change. All healthcare attendees interviewed would recommend participating in the study to family and friends, and in fact some had already done it. They affirmed that participation requires being ready to pay attention, to listen and to reflect.
Health professionals believed in health promotion and while they did not consider the contents of the intervention innovative, they indicated that it changes working practices, notably the systematisation of recommendations and the boost of social prescription. However, they remained critical and underscored that the project was too ambitious, too long, somehow unclear and unorganised, which led to confusion during implementation. Physical activity (yes); diet (yes), cardiovascular risk (yes); smoking (no).
Male Primary education 59
Physical activity (yes); diet (yes); depression risk (yes).
Female
Secondary education 55
No semistructured interviews with healthcare attendees took place in the Balearic Islands. Anonymity, confidentiality and data protection were guaranteed. It is impossible to identify participants; for example, Catalonia is a Mediterranean region with more than 7 million of inhabitants.
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They specifically highlighted difficulties in the approach to risk of depression. Moreover, in some primary care teams tension emerged between professionals that participated and their non-participating colleagues.
Appropriateness and feasibility
The results have been categorised according to the phases of the study.
Training
Although some professionals considered that the training conducted prior intervention was appropriate and provided new concepts, they maintained that it was insufficient for the actual implementation of the intervention, specifically concerning the motivational interview and the approach to risk of depression. There was no practical training in the use of online case report forms (CRF), and in one of the centres, the training was provided too early. Some theoretical aspects could not be translated into practice due to lack of time or skills.
Coordination
With regard to coordination, the professionals found the meetings with the research team useful. However, it was sometimes unclear how to proceed, how to give appointments and refer healthcare attendees for follow-up or who was responsible for reviewing the study tests. In addition, some procedures were changed after the start of the study. Reiteration of questions and lost to follow-up were generated by the complexity of circuits and the lack of communication between professionals.
Recruitment
Most professionals agreed that recruitment involved a higher workload than anticipated and that it took place in a short timeframe. They explained that it was difficult to explain the study and to encourage healthcare attendees to participate, and they believed that many enrolled because they felt commitment to their professionals. Healthcare attendees explained that they participated because they thought it was interesting, they had time and they felt commitment to their regular health professionals. Professionals pointed at a selection bias caused by the recruitment of frequent attenders, patients generally better controlled and more motivated. No random systematic sampling was applied, and any reason for consultation was accepted. Several professionals from the selected PCC declined participation. Open access Table 3 Verbatim quotations of participants
Acceptability
Perception among implementation stakeholders that a given treatment, service, practice or innovation is agreeable, palatable or satisfactory. 'Actually, I'd say that many health care attendees, not 100%, or even 50%, rather 30% to 40%, are very happy. Not just happy, but very very happy… We are talking about individual interviews, aren't we? With health care attendee and health professional' (female physician, Basque Country). 'Feeling more confident about it yes, because probably I was not confident at all, see? I was talking about that. I have integrated it now, because I felt a bit insecure, and now, well, now I know I'm doing the right thing' (woman, 52*, healthcare attendee, Castilla-La Mancha).
'I think it's fine. The questions I'm asked, the blood tests with results that I know very well and that other issue'. (man, 70, healthcare attendee, Andalusia). 'Generally speaking I'm happy with the intervention, I believe that with the EIRA project I have acquired tools to evaluate my daily work. They have been useful to us professionals because it has helped to structure, plan and prioritize our intervention. Motivation and decision-making with the patient have really contributed to achieve the objectives' (female nurse, 40 years, Catalonia).
'I have found it truly interesting, but also very long and difficult to implement with our current work overload' (female physician, 42 years, Catalonia).
Appropriateness and feasibility
Appropriateness is the perceived fit, relevance or compatibility of the innovation or evidence based practice for a given practice setting, provider or consumer; and/or perceived fit of the innovation to address a particular issue.
Feasibility is the extent to which a new treatment or innovation can be successfully used within a given agency or setting.
Training conducted prior intervention 'I think that the training on motivational interviewing has been interesting' (female physician, 42 years, Catalonia). 'I would say no, we did not learn anything new. If it was meant to provide the same baseline for everybody, well, then fine. But we did not see it as what we actually had to deliver for the project, I mean, we saw it as something that they tell you and then you have to face the real thing' (female nurse, 61 years, Castilla-La Mancha). 'Well, whenever we receive specific training we benefit, we become aware of many things that we don't do… we become more aware, we realise that we overlook some issues, in this sense it has been useful, sure' (female physician, 42 years, Balearic Islands).
Coordination 'Let's see, I really believe that this was planned top-down, and as a research project, well, it has been carried out in a hurry like all research projects, so the truth is we need more time for reflection' (female nurse, 62 years, Aragon).
'I think that in our health centre all this work has mainly focused on the nurses… we have not been as involved… I think that we should have coordinated better, I think that's a fair point' (male physician, Basque Country).
Recruitment 'The recruitment bit was the worst, seeing the patients between consultations, explaining about consent, that took a long time, and sometimes they did not even participate' (female nurse, 39 years, Catalonia).
'The recruitment should be different, another model, because the participants are regular attendees, and they manage, they more or less manage their health' (female nurse, 61 years, Castilla-La Mancha).
Baseline visit of allocated health professional 'And what did you decide to work on? Mainly, the diet to lower cholesterol. And I have succeeded' (man, 59 years, healthcare attendee, Catalonia).
'Some have started with one and then become involved and used to it… this here started walking and exercising and he finally has come for quitting smoking, he is a multiplier. I really think that this approach is very useful, to make them commit, when we talked about contract. The contract is crucial, when they realise that they have to sign the commitment form' (male physician, 61 years, Andalusia).
'I thought it was fantastic, very good, wonderful, having a tool (ie, prioritisation algorithm) like that to assist you' (female nurse, 26 years, Castilla-León).
Individual intervention '… but the test of arteries and all that, they were really delighted with this. And also the people got confused, like with depression, mainly in patients with diabetes or that have been advised on diet and lifestyles for ages, they also mixed this with the study' (female professional, 39 years, assistant researcher, Balearic Islands). 'I think it has been too short, basically a short question. Just a couple of interviews and that's it' (man, 51 years, healthcare attendee, Aragon).
Group intervention 'For sharing and all that. It's wonderful. I think that in these matters the people benefit from the group' (woman, 75 years, healthcare attendee, Basque Country). '… the conflict of some doctors that have not quite grasped why the nurse went for a walk and protested "now I don't have a nurse, I want her to stay here", and these apparent trifles that if all perhaps… just having patients from 5 GPs out of 11 has not worked out very well, maybe… the whole health centre should have participated…' (male physician, 42 years, Balearic Islands).
Community intervention 'And in relation to community activities, like other times, it's always the same, it's difficult to get them started, it was hard to get them going, but it is eventually rewarding because they already ask when they will be happening again' (female physician, Basque Country). 'Yes, but now it has stopped because it's unpredictable, it depends on the policies of the council, so now we have it and later we don't, and now they even have changed coordinator so my expectations…' (male nurse, 40 years, Catalonia).
'And the community assets should be better exploited. Here in our neighbourhood there are things available that we don't know about and then maybe talking I learn that a neighbourhood association organises fitness sessions. And the Council, they also have initiatives, the City Council has a programme with a doctor, let's say in charge of the programme, they have done it for a while and sometimes they have wanted to come, they even came here' (male physician, 62 years, Castilla-León).
Patient information leaflets 'That on depression too, what is anxiety, how to manage sleeplessness, patients have found it very interesting' (female physician, 43 years, Andalusia). 'The information is very good, that on sleeplessness is outstanding' (male physician, 61 years, Andalusia).
Continued
Open access SMS and webpage to support advice provided 'Yes, yes, yes. Because it's a reminder that… that is good, and it's there. I don't delete it, it's there and sometimes I say, come on, I'll go and have a look. Yes, it's a reminder that's available. For me it's quite…good' (woman, 52 years, healthcare attendee, Castilla-La Mancha). 'Well, I very well, because I read that and really integrated that information. Sometimes I even laughed' (woman, 47 years, healthcare attendee, Catalonia). 'Just being as thoughtful as to send an encouraging message, it's great because sometimes it reaches you just when you most need it' (woman, 55 years, healthcare attendee, Catalonia). 'Even with the mobile phone and messages, the mobile phone, "my mobile is only to phone and to receive calls, no messages". Well, it's more difficult than anticipated' (female nurse, 45 years, Aragon).
'Text messaging is really good, it's a very good idea and I think it has been used a great deal… the platform was meant for an age group of health care attendees with not very advanced IT skills. I really believe that our health care attendees, very few will have used this platform because they are not used to, they don't know how to use it and therefore, the platform has probably not been very useful, what do you think? I mean, you receive the message and you see it, and it seems that the mobile is easier to manage, while internet access… If you don't have internet access at home where are you going to read it?' (female nurse, 31 years, Castilla-La Mancha).
Case Report Form (CRF) 'You cannot register the commitment with the patient in the CRF, it's not even practical. It is not adapted to the commitment you make with the patient and that suggested is so cumbersome that it's impossible to see it through, that of physical exercise planned the, the objectives attainable in a week, during the week, during every day of the week' (physician, Balearic Islands).
Follow-up 'Many have refused to undertake the final evaluation because they had the baseline evaluation and did not implement the intervention or maybe, perhaps at the time they had problems to come to the health centre or had something else going on and they already disconnected, you and the patient, from the study and the evaluation and follow up never took place; and others that dropped out because they are not interested, they say not now because it's complicated, I have problems etc., I don't want to do it or…' (female professional, 39 years, assistant researcher, Balearic Islands).
Evaluation of intervention (baseline and final). Role of assistant researchers '… [I]t is essential to remain within the centre (laughs) because otherwise we left things undone and the possibility to be face to face, talking with them about things that I'm missing, that need completing…the coordination with them has worked well' (female professional, 39 years, assistant researcher, Balearic Islands).
'I'm also having trouble with the internet connection because I don't have my own password and I don't have my own physical workspace, which results in work overload' (female professional, assistant researcher, Castilla-La Mancha).
Sustainability
The extent to which a newly implemented treatment is maintained or institutionalised within ongoing, stable operations of a service setting. 'Yes, I really think so, I think that with time it's doable' (female nurse, Castilla-León).
'If you specifically mean this project, I think that I would consider depression separately' (female physician, 55 years, Aragon). 'I liked it, well it's my opinion, it's one of these things that, I enjoyed doing and I would like to continue because there are aspects that, I don't know, that I find very positive' (female nurse, Balearic Islands). ' We have talked about this in the Community Health Meeting that has just taken place and it seems that it mainly hinges on political will … to include purposefully the activities in the portfolio of services, some proposals suggested to include community health in the portfolio of services, because otherwise it's always some kind of favour and that the… and therefore I believe that the top management should really rally behind it, to be able to expand, I think' (female nurse, 62 years, Aragon). 'The project can be extended to other centres, but it's crucial to adapt the schedule of the professionals that are in charge of these interventions, which might cause conflict with other professionals or additional burden for participants. Best to carry out the project with the whole team' (female nurse, Catalonia). Penetration: changes implemented by healthcare attendees and professionals after the intervention.
Integration of a practice within a service setting and its subsystems. Healthcare attendees '… every now and then it's good to get it out even if it's by answering questions …. I used to think about the questions that he asked, which since my life is so hectic I had not even considered' (woman, 55 years, healthcare attendee, Catalonia).
'I feel very well, very well. More fit and all that. Well, at first to climb to the eight floor was so very challenging. I feel better. All in all, it has worked for me' (woman, 62 years, healthcare attendee, Basque Country).
'… it has helped, before I used to smoke anything I could find and now I smoke 5 or 6 or 7 more or less. But before I used to smoke much more' (woman, 47 years, healthcare attendee, Catalonia). 'Yes, let's see, before I didn´t have nuts and now I know that they are good for me. So now I feel good when I eat them, because I eat them now. Fruit? Well, I didn't have that much and… and now I eat more' (woman, 52 years, healthcare attendee, Castilla-La Mancha). 'Do you think that all this has been helpful? I think so, more so because I lacked willpower, and taking all literally and it has been like a push, a push' (man, 59 years, healthcare attendee, Catalonia). 'Yes, it has helped… it also helped a lot mentally, for my own reflection. I needed it badly, because I felt very unhappy, unemployed, I carried a lot of luggage. My family far away, I was suffering… I still have lots to do, it was very very very useful' (woman, 47 years, healthcare attendee, Catalonia). 'I even spoke to my children after that (…) and I told them: If you are going to give me something give it to me while I'm alive, love, affection… don't do, you don't have to do anything for me' (woman, 55 years, healthcare attendee, Catalonia). 'About walking, I've tried, it has been a very complicated period because I've had very difficult family issues… but I've tried to walk a bit more' (Woman, 58 years, healthcare attendee, Castilla-León).
Health professionals '… to be more aware maybe toward the patient. I think it has been useful, perhaps not for everybody, I don't know, the feeling is that, we act sensibly and that yes, that we have to encourage it more, but I don't know how' (female physician, 42 years, Balearic Islands).
These quotations were translated by a professional scientific bilingual translator. Anonymity, confidentiality and data protection were guaranteed. It is impossible to identify participants; for example, Catalonia is a Mediterranean region with more than 7 million of inhabitants.
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In particular, few admission staff chose to take part, and their involvement was often hurried and uncoordinated, which increased the workload of the professionals involved in the study.
First visit with the health professional (prioritisation of behaviours to modify and intervention plan)
Most healthcare attendees evaluated positively their involvement in decision making and many explained that they participated in the prioritisation of behaviours and risks that needed changing. Patients asserted that trust in the health professional facilitates change. Health professionals evaluated positively the patients' assessment of their own risk behaviours followed by the decision about which behaviours to modify. Professionals also indicated that the prioritisation algorithm was useful.
Individual intervention
Healthcare attendees believed that the advice was useful and applicable, and they felt that health professionals really cared and listened to them. They emphasised that in comparison with usual visits health professionals had more time to attend to them without rush and to do a holistic valuation. The healthcare attendees that received health promotion recommendations in regular practice mixed them up with the intervention advice of the study. They also mixed up the clinical intervention with the collection of information for the clinical trial. They thought that the follow-up period should be extended and include more people. The professionals were positive about the person-centred approach and have become more aware of the significance of the motivational interview and of health promotion.
Group intervention
Group activities focused on physical activity and nutrition. Healthcare attendees explained that sharing experiences was positive; they established new relationships and organised walking groups. Some professionals reported that these activities are difficult to implement due to lack of time. For others, these activities do not fall within their duties (they considered them additional activities or simply going for a stroll with healthcare attendees).
Community intervention
Although few centres used activities already popular in the neighbourhood, social prescription was very positively evaluated both by healthcare attendees and professionals. Most physical activities prescribed were organised by the town councils. For professionals, social prescription was a novel concept, and they emphasised that adherence is unknown since attendance was not registered.
Health education leaflets
Healthcare attenders favoured personal contact over patient information leaflets. However, the few comments received on leaflets are all positive, especially those about diet or mental health. Healthcare professionals considered that the leaflets were a useful tool, particularly regarding diet, and even patients who did not participate in the study received them. They also believed that healthcare attendees appreciate written information.
SMS and health education webpage
Few healthcare attendees agreed to receive SMS, but those that accepted explained that SMS were helpful and encouraging. Professionals considered SMS useful reminders. The webpage was hardly accessed, for which healthcare attendees and professionals provided various reasons: lack of recommendation, no access to computers/ Internet, lack of motivation and feeling uncomfortable sitting in front of a screen.
Online CRF
The professionals believed that the study online CRF was too complicated, too slow and that it was difficult to register personalised agreements. Also, since the programme was separate from the electronic health records, they had to work with both programmes simultaneously. In addition, poor internet connection slowed the work of some professionals.
Follow-up
Health professionals indicated that follow-up data such as adherence rates were somewhat unclear and would be interested in learning about the final results. They believed that retention of participants might be determined by difficulties in attending the intervention visits, loss of interest and the perception that no added value is attached to these interventions.
Evaluation of the intervention (baseline and final): role of the assistant researchers Generally, healthcare attendees evaluated positively the questionnaires and tests carried out by the assistant researchers (blood tests, evaluation of vascular health and so on) because they felt listened to and had more time to talk. The professionals believed that healthcare attendees felt well cared for because they spent sufficient time with the interviews. The assistant researchers indicated that they had to administer too many questionnaires. They also pointed at the following issues: insufficient information, lack of their own working space, irregular access to the CRF and lack of authorisation to consult the medical history of healthcare attendees.
sustainability Some professionals considered that it is important to extend this intervention to other PCC but underscored the need for the support of institutions, for extended consultation length and the involvement of all professionals. In addition, risk of depression remains a controversial component of the intervention. Some professionals would exclude it altogether, while others believed that it needs a different approach.
Open access
Penetration: changes implemented by healthcare attendees and professionals after the intervention Healthcare attendees reported increased motivation and knowledge of healthy behaviours and feeling more positive towards change. Those working with physical activity and nutrition explained that they implemented changes and described high levels of satisfaction: they walked more, got less tired and felt fitter, ate healthier (smaller amounts, more vegetables, fruit and nuts and use of olive oil) and some stated that they drank less alcohol. They also stated that they smoked less cigarettes. Professionals agreed that healthcare attendees made an effort to meet their objectives, to implement changes and to start healthier habits. The barriers for change according to healthcare attendees were: family responsibilities (care of the sick, care of grandchildren, house chores and so on), life-work imbalance, weather conditions and lack of willpower. The professionals agreed with these barriers and added financial issues and unawareness of the need to change. Facilitators of change according to healthcare attendees were: group activities and trust in health professionals. For health professionals, the healthcare attendees should decide which behaviours to modify because their commitment implies autonomy and empowerment and facilitates change.
The professionals reflected on how to approach health promotion in primary care: with a holistic view of healthcare attendees, providing evidence-based advice, being more purposeful, using motivational interview, involving the family and prioritising social prescription. Participation in the intervention facilitated a deeper knowledge of healthcare attendees and extended consultation length. Professionals reported improvement in the assessment and register of activities in the electronic health records.
suggestions for improvement Table 4 shows the discourses and suggestions for improvement of participants.
DisCussiOn
Overall, health professionals and healthcare attendees shared a positive perception of their participation in the study. Indeed, healthcare attendees would even recommend it to family and friends. Health professionals realised the significance of the motivational interview, in particular with regard to health promotion. They also underscored the potential of social prescribing in relation to physical activity. In addition, health professionals put forward suggestions to improve recruitment, screening and retention of participants. Healthcare attendees modified behaviours and health professionals revised working practices. According to health professionals, the continuity of this programme is contingent on adapting agendas and involving all staff.
We regard the positive attitude of healthcare attendees and health professionals towards this health promotion multibehavioural intervention as an endorsement of the definitive trial of the EIRA Project. However, we acknowledge that the current version of this intervention cannot yet be integrated in primary care practice until fundamental organisational changes that ensure feasibility and sustainability in real-world conditions take place. Even though the intervention was adapted and implemented following the recommendations of healthcare attendees and health professionals obtained in prior phases of the EIRA Project, 2 3 8-10 further adjustments are required. For instance, in the EIRA Project, we concluded that for health promotion, it is essential to involve most primary care professionals, including administrative staff, to avoid tension and to challenge the notion that health promotion is voluntary or based on personal preference. It is also important to reduce the work overload (objectively high), to simplify recruitment and screening questionnaires and to modify the approach to emotional discomfort and risk of depression. However, it is crucial to participate in the dissemination of social prescription and to continue the research in implementation strategies focusing on equity and on improving overall results. It has also been observed that primary care professionals require more resources, time, skills and motivation to reach out and work with the community in health promotion. 24 Healthcare attendees reported high levels of satisfaction with the study because they felt that professionals gave them enough time and listened to their needs and preferences. They also felt supported during the process of change and were able to initiate sustainable healthy behaviours. We might thus conclude that the intervention encouraged a holistic, person-centred approach underscoring the key role of the primary care professional and of the motivational interview as a useful strategy to promote behavioural change. 25 The motivational interview requires training and extended consultation times, 26 and although health professionals received basic training (4 hours at the beginning of the study), most agree that further training is required.
Although some health professionals underscored the pivotal role of PHC to manage risk of depression, many worried about lack of skills, attitudes, tools and experience, in agreement with others authors. 27 In addition, some healthcare attendees had a positive opinion about the opportunity to know their depression risk. 28 To some extent, the recommendations to manage emotional discomfort in primary care take all these views into account. 29 The real objective of the first approach is to ascertain the nature of the emotional discomfort by means of active listening, probing and empathy to understand the meaning, adaptability and problem solving skills of each person to avoid chronification and medicalisation.
This project encourages participation in community activities, particularly physical activity, even though many participants did not follow these recommendations. In agreement with the results of the systematic review by March et al, which shows that in primary care preventive interventions, the community might be more effective Open access '… to promote it, so that people know it exists, and of its purpose when they see it, listen what is this in that case I'd like, I mean, for people to see that this study is happening, experimental or pilot or whatever you call it, but that they can access that programme, that screening' (female nurse, 60 years, Castilla-La Mancha).
Table 4 Continued
Open access than the individual approach, 30 health professionals underscored a more systematic use of social prescription in regular practice, which indicates an interest in implementing a more biopsychosocial model. 31 This qualitative assessment suggests that despite early resistance, professionals and healthcare attendees became eventually aware of the importance of the community components of health promotion interventions. In addition, the feasibility of community recommendations is suggested as a selection criteria of PCC with capability to develop complex health promotion interventions based on networks that identify, promote and evaluate local health assets. 32 In contrast, despite the growing holistic, psychological and collective conception of health, 9 the persistence of the biomedical paradigm is shown by the positive evaluation of medical tests by healthcare attendees.
Most professionals and healthcare attendees considered SMS, a low cost method that preserves privacy, useful for people with mobile phones. This outcome is consistent with other studies that suggest that SMS are effective in health promotion interventions, particularly regarding quitting smoking and physical activity, where SMS can be used to provide positive feedback in order to effect and maintain behavioural change. [33] [34] [35] In contrast, the webpage was not considered useful for participants, in agreement with other studies that stress the relevance of the patient-health professional relationship. 35 36 limitations and strengths In the EIRA Project, healthcare attendees and health professionals provided information and were consulted about the development and evaluation of the intervention. However, further steps towards deeper changes in research practice should involve more effective participation in decision making. 37 Despite the use of theoretical sampling for healthcare attendees, the voice of participants with higher education qualifications (only 6% in the pilot trial) was insufficient. Also, the voluntary character of participation of healthcare attendees and professionals in this qualitative evaluation might imply that only the experiences and opinions of people with a positive view of the intervention and of health promotion were collected. However, the detailed description of less successful aspects, the polarisation of professionals regarding the benefits of the study and the suggestions for improvement point at a diversity of standpoints. We believe that it is nonetheless fundamental to add the perspective of less motivated professionals and of participants that dropped out or that simply decided not join the study. Although participants of this qualitative study and of the EIRA Project comprise people from various geographical origins, the contribution of particularly vulnerable individuals (female carers, immigrants and people with precarious employment) remains inadequate. This subpopulation probably lack sufficient time and need more attention regarding health promoting behaviour. More research is needed to further understanding of vulnerable patients.
One strength of the study is the use of the MRC approach for the design, implementation and evaluation of complex interventions. 4 6 7 The following phase of the intervention (definitive trial) will more specifically adapt to the people and setting and will be more sustainable thanks to the richness and complementarity of the information generated by healthcare attendees and professionals from these seven regions. The evaluation process was also analysed by quantitative methods (paper under construction), but considering the limited sample of the pilot trial and the low response rate to questionnaires, qualitative evaluation has proven crucial to understand how healthcare attendees and professionals perceive the intervention. Moreover, the rigour procedures applied ensured the validity and reliability of the findings. Although the authors of the current evaluation are also members of the EIRA research team, positive and negative information on the intervention was rigorously collected to deepen understanding on the components that need improvement (see table 4 ).
COnClusiOns
The discourses of all stakeholders with regard to the intervention must be taken into consideration for a successful, setting-specific implementation of the most adequate, acceptable, equitable and sustainable strategies for health promotion and well-being. 
